The objective of this study was to develop first aid guidelines, based on expert consensus, that provide members of the community with information on how to assist someone who is thought to be developing or experiencing an eating disorder. An online Delphi study was carried out with expert panels consist-
In the last decade four national mental health surveys (conducted in the Netherlands, Germany, the United States and New Zealand), have reported on the prevalence, disability and mental health service utilization associated with eating disorders, by completing the Composite International Diagnostic Interview (CIDI) with thousands of adults (ages 16-75; Bijl, Ravelli, & van Zessen, 1998; Hudson, Hiripi, Pope, & Kessler, 2007; Jacobi et al., 2004; Wells et al., 2006) . While there is vigorous debate about the validity of estimates produced by the national surveys (Jorm, 2006) , some important themes in the eating disorders have emerged. First, the median age of onset is early (around 18 years; Hudson et al., 2007; . Second, despite the majority of those who meet criteria for an eating disorder experiencing symptoms that are classified as severe and disruptive to normal life functioning, less than half (around 47%) seek help from any form of health care provider and only a quarter (around 28%) seek help from any mental health care specialist, in the 12 months before the time of survey (Hudson et al., 2007; . Perhaps the most outstanding of these findings is that the median duration of treatment delay is extraordinarily long (10 years for those meeting criteria for bulimia and 15 years for those meeting criteria for anorexia) (Oakley Browne, . If symptom severity, associated disability and economic burden are to be reduced, the very poor health service utilization of those experiencing eating disorder behaviours must be addressed.
Research investigating barriers to help seeking has illuminated some important internal and external factors that may prevent individuals with eating disorder behaviors from seeking treatment. Hepworth and Paxton (Hepworth & Paxton, 2007) , for instance, report that an individual's ability to recognise their behavior as a problem is an important factor in the initiation of health care. Using a concept mapping approach they found that, although symptom severity was most strongly associated with participants' ability to recognize their behaviors as a problem, an individual's own experience was not always sufficient to bring about such recognition. Rather, comments from friends about changes in an individual's behavior, weight and appearance also reinforced awareness of problem behavior. In addition, the authors reported that once individuals had recognised their behaviour as a problem, 61.5% first consulted a lay person with their concerns. The authors concluded that extensive community education is required to improve the ability of individuals with eating disorder behaviors, and their significant others, to identify symptoms accurately and early, and to encourage help seeking, before symptom severity has the opportunity to create disability.
Research investigating mental health literacy also indicates a need for a greater level of community education about the importance of early intervention in developing mental illness (Kelly, Jorm, & Wright, 2007) . Mental health literacy is defined as the "knowledge and beliefs about mental disorders
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First Aid for Eating Disorders 359 which aid their recognition, management or prevention" (Jorm et al., 1997) . Investigations of eating disorders literacy suggest that there is a strong dissonance between the public's understanding of risk-factors, severity and effective treatments, and the beliefs of mental health professionals (Hay, Darby, & Mond, 2007; Hay, De Angelis, Millar, & Mond, 2005; Mond, Hay, Rodgers, & Owen, 2006; Mond, Hay, Rodgers, & Owen, 2008; Mond & Marks, 2007) . In a study that examined community perceptions of bulimia nervosa, for example, a sample of 207 women was found to be sceptical of the value of mental health specialists in the treatment of bulimia nervosa, but sympathetic to the use of primary care providers and self-help interventions (Mond et al., 2004) . This public perception of bulimia nervosa occurs despite the scientific literature suggesting that the most effective forms of treatment are a combination of psychological treatments (especially cognitive behavioral therapy, which is generally provided by psychologists or psychiatrists) and antidepressants (Bacaltchuk & Hay, 2003; Hay, Bacaltchuk, & Stefano, 2004) . In addition, the literature provides only limited evidence for self-help interventions, which are at best considered a preliminary step to occur either before, or in conjunction with, other conventional methods of psychological treatment (Perkins, Murphy, Schmidt, & Williams, 2006) .
One program aimed at improving mental health literacy is Mental Health First Aid (MHFA; Kitchener & Jorm, 2002) . This training program was started in 2002 to teach members of the public how to provide first aid to someone who is developing a mental disorder or experiencing a mental health crisis, until appropriate professional treatment is received, or the crisis resolves (Kitchener & Jorm, 2008) . Since its inception, the program has been subject to three evaluations and been shown to be effective in increasing mental health literacy, changing beliefs about treatment to be more like those of health professionals, decreasing social distance from people with mental disorders, increasing confidence in providing help to someone with a mental disorder, increasing the amount of help provided to others, and improved mental health of participants (Kitchener & Jorm, 2006) . In order to improve the quality of the mental health first aid techniques being taught to the public, research has been carried out to develop guidelines on what constitutes best practice first aid, using expert consensus . Use of expert consensus is a practical alternative to randomised controlled trials, which are not feasible or ethical for evaluating specific first aid strategies. While the studies developing mental health first aid guidelines have been successful in reaching consensus on best practice techniques, there has not yet been an investigation of how one might provide first aid to someone developing, or experiencing, an eating disorder.
The aim of the current study was to develop consensus-based guidelines for eating disorder first aid. This involved the Delphi consensus method, a mixed qualitative and quantitative research framework for gathering expert opinion. Clinicians involved in eating disorder treatment or research were approached to be involved as experts, as well as care-givers and consumers who were proactive in raising awareness about eating disorders through authoring books, blogs or websites, mentoring, support or advocacy groups, education, training or treatment, research or policy development. The inclusion of care-givers and consumers was seen as particularly important to the acceptability and validity of guidelines for first aid because care-givers are the individuals most likely to provide the first aid and consumers the individuals who will receive it.
METHOD
The Delphi Method
The Delphi method involves a group of experts making private, independent ratings of agreement on a series of statements. Once ratings are received and collated, a summary is fed back to the panel members, who then complete a second round of rating. They can choose whether to change or maintain their original ratings. Several rounds may be required, depending on the desired level of consensus. The output from the process is statements about which there is substantial consensus in ratings. The research process undertaken here involved four steps.
Panel Formation
Experts were recruited via an emailed invitation to participate accompanied by an information sheet about the study. Potential expert clinicians were identified through their association with professional organisations such as the Academy of Eating Disorders or through their authoring of relevant scientific or clinical resources. Only those clinicians who were considered as specialised in the area of eating disorders, or leaders in the field of research or training, were invited to participate. Potential expert consumers and caregivers were identified through an established public profile. Public participation in awareness-raising was an inclusion criterion that was designed to ensure that participants could respond as experts, with exposure to a range of experiences within the eating disorders realm, rather than responding based solely on their own individual experience, which may vary significantly from individual to individual. It also ensured that participants were comfortable reflecting on their experiences, which was particularly important for those who participated on the consumer panel; consumers were required to consider themselves as recovered and not currently seeking treatment.
Panel Questionnaire Development A systematic literature review was conducted of websites, books, care-giver and consumer manuals, and journal articles for statements about how to help someone who was thought to be developing or experiencing an eating disorder. This involved entering key search terms (eating disorders, anorexia, bulimia, helping, help, intervention, self-help, carer) into three search engines (Google.com, Google.co.uk and Google.com.au). The first 50 sites for each set of search terms were examined. Any links appearing on these websites, which the authors thought may contain useful information, were followed. Relevant journal articles were located by searching a number of academic databases (CSA PsycINFO, PubMed and Google Scholar). Key print texts were identified through library searches, recommendations from relevant mental health web sites, and Amazon.com.
Development of the first round questionnaire involved dividing the information gleaned from the systematic literature search into sections based on common themes and then developing statements that described first aid actions.
This process involved consultation with a working group, which had previous experience in Delphi research (Kelly, Jorm, & Kitchener, submitted; Kelly et al., 2008a; Langlands et al., 2008a Langlands et al., , 2008b . The working group attempted to remain as faithful as possible to the original wording of the information, but modified the text where necessary to ensure comprehensibility and consistency of format across statements.
Data Collection and Analysis
The questionnaire was distributed to participants via an electronic link to an online survey software system (surveymonkey.com) sent in an email. Panel members were asked to rate how important each first aid action statement was to the development of a set of guidelines on providing mental health first aid for eating disorders. The questionnaire involved a 5-point scale including the following options: Essential, Important, Don't Know/Depends, Unimportant, Should not be included. In Round 1, panel members were also invited to make comments on any ambiguity in the statements presented and to suggest any new ones that had not yet been considered.
Once all participants had logged their answers, statements were placed into one of three categories, following the procedure used in previous studies Downloaded by [Deakin University Library] at 19:35 08 June 2015 (Kelly et al., submitted; Kelly et al., 2008a Kelly et al., , 2008b Langlands et al., 2008a Langlands et al., , 2008b The protocol of using the Essential and Important ratings for categorisation was designed to allow selection of only those statements that were clear and universally applicable for inclusion in the guidelines.
Comments that were submitted by panel members were also analysed for any content that had not yet been addressed. To ensure comprehensibility and consistency, any additional ideas gleaned from the comments were written into first aid action statements and presented to the working group. Any statement that was judged by the group to be an original idea was included as a new item in the second round survey questionnaire.
Panel members were sent a report, outlining the results of the survey. The statements to be re-rated were displayed with the group percentages for each possible rating, and also with the panel member's individual rating, so that panel members could compare their response to that of the group. Presentation of the report in this way allowed the panel members to decide whether to maintain or modify their ratings in the next survey round.
The same criteria for endorsing, excluding and re-rating statements were applied to the data collected in Round 2, with one exception. If a statement was re-rated in the second round and again failed to achieve a consensus of between 80 and 100 percent across all three panels, it was then excluded. Only those statements that had been entered as new items in Round 2, and afterward fell into the Re-rate category, were entered into a third round survey.
Guideline Development
All endorsed statements were written into a guideline document. This process involved grouping statements based on common themes, then writing sections into prose. Once the guideline document had been drafted (by LMH), 
RESULTS
From the systematic literature search, 326 statements across 13 categories were presented to the panel members for rating in Round 1. Comments from the panel members contributed to a further 130 statements being included in Round 2. Thirty-six clinicians (29 female, 7 male, range = 25-64 years), 27 care-givers (24 female, 3 male, range = 30-70 years), and 22 consumers (22 female, 0 male, range = 18-70 years) participated in the first round. The retention rate after each round was good (76.74% in Round 2, 75.58% in Round 3), which ensured that the consensus reached in subsequent rounds was not biased by panel attrition (Hasson, Keeney, & McKenna, 2000) .
Endorsed Items
From a total of 456 statements, 200 were endorsed. A list of each of the endorsed statements, by category, and their percentage rating from each panel is provided in Tables 1-11 .
In Round 1 the category entitled What is a medical emergency? was designed to have panel members agree upon the circumstances in which a first aider should seek emergency medical assistance for someone with an eating disorder. Because the statements in this section required some knowledge of emergency medicine, only those panel members who had some form of medical training were requested to rate these statements. Of the 15 panel members who were qualified, there was 1 psychiatrist, 3 physicians, 4 general practitioners/family doctors and 7 nurses. Of 25 possible statements, 16 were endorsed (Table 12 ).
Rejected Items
Some statements were strongly rejected by the panels, with a high percentage of participants rating a statement as either Unimportant or Should not be included. Other statements were rejected because there was disagreement across panels. For instance, some statements failed to be endorsed, even though at least one group had a high percentage of members rating it as either Essential or Important, because at least one other panel, even after a second rating, failed to achieve at least an 80% consensus rating. Because Changes in food preferences (e.g., refusing to eat certain "fatty" or "bad" foods, or cutting out whole food groups such as meat or dairy, claiming to dislike foods previously enjoyed, a sudden concern with "healthy eating," or replacing meals with fluids).
92.9 95.8 92.9
Development of rigid patterns around food selection, preparation and eating (e.g., cutting food into small pieces, eating very slowly).
100.0 100.0 92.9
Avoidance of eating meals, especially when in a social setting (e.g., skipping meals by claiming they have already eaten or have an intolerance/allergy to particular foods). disagreements across the different panels provide an opportunity to assess some of the priorities different groups give to different statements, those with substantial disagreement were analysed for thematic content. Panels were considered to have substantial disagreement (large effect size) if the difference in endorsement between the panels was ≥30% (Table 13; Rosenthal, 1996) .
DISCUSSION
The current study used the Delphi method to develop guidelines for eating disorder first aid. The systematic literature search revealed that there were numerous relevant publications, such as fact sheets and booklets, on how to assist a loved one with an eating disorder. The major sources of first aid advice were publications by eating disorder organisations (such as Anorexia Nervosa and Related Disorders Inc. ANRED -USA, b_eat -UK, Eating Disorders Foundation of Victoria -Aus, Eating Disorders Association Queensland -Aus, and National Eating Disorder Association NEDA -USA). The majority of these publications however, did not cite the source of the information presented and were most likely constructed using personal opinion. The publications that did acknowledge references appeared to be based on a mixture of opinion and literature reviews, which often included outdated clinical sources. In addition to the fact-sheets, books written by clinical experts for care-givers of loved-ones with eating disorders were also a valuable source of information (Costin, 1999; Heaton, Heaton, & Strauss, 2005; Kolodny, 2004; Siegel, Brisman, & Weinshel, 1997) . These, however, also presented information based on a mix of opinion and literature; the majority quoted clinical experience and case studies from former patients, yet had no systematic analysis of the effect (positive or otherwise) their advice would have on a person with an eating disorder and those trying to assist them. In contrast, the scientific literature contained a dearth of information on the subject of first aid, even when searched under the broader headings of help, intervention or carer. One notable exception was a study by Smalec and Klingle (2000) who investigated the efficacy of interpersonal messages on persuading women with bulimia to seek help. This study, however, assessed the effect of written messages on the help seeking intentions of women already in treatment, rather than a systematic analysis of the effect of verbal messages on actual help-seeking, and therefore was limited in its utility.
To the authors' knowledge, this research is the first systematic, consensusbased study of how a member of the public should provide assistance to age of the person. If they are a child the caregiver should be informed." In order to overcome this difficulty, the statements which attracted the most comments from the panel were qualified in the second round by allowing participants to rate the statement in three scenarios-when assisting an adult, an adolescent, or a child. This qualification resulted in a further two statements being endorsed and, importantly, the exclusion of some first aid actions that may have been age-inappropriate for children or adolescents, such as maintaining a respect for privacy above the need for health care. Although the experts were able to reach consensus on a wide range of issues, there were also important points of disagreement between the panels. Statements that were rejected due to strong disagreement revealed differences in the beliefs consumers, care-givers and clinicians had about the first aid process. These statements appeared to cluster around three themes. The first theme involved the conditions in which it is acceptable for a first aider to break confidentiality and start talking to others about the person's problem. This theme appeared to represent a tension between the rights of the person with the eating disorder to privacy and the rights of the first aider to seek help on behalf of the person. For instance, the Round 2 statement, "If the person is an adult the first aider should respect the person's right to privacy and confidentiality when it comes to their eating and weight-loss behaviours, except where the person is placing their health at risk" received a relatively high level of endorsement from consumers and clinicians, yet a relatively low level of endorsement from the care-giver panel. This may indicate a desire among the care-givers to discuss their loved one's problem in specific detail before health is placed at risk, while clinicians and consumers are perhaps more desirous of upholding privacy until a risk has become apparent. The second theme involved statements about active intervention by the first aider. This theme appeared to represent a tension between the care-givers and clinicians, who preferred early action from the first aider, and the consumers, who preferred for the first aider to remain more distant. For instance, clinician and care-giver panels endorsed the item "If the first aider suspects that the person has an ED it is important that they do something about it" much more strongly than the consumer panel. Finally, a small group of items appeared to represent the desire of care-givers to be involved in the first aid process. Items that were about the first aider enlisting the help of the person's family were more highly endorsed by care-givers than by the consumer and clinician panels. The first aider should reassure the person that they are likely to benefit from discussing their problems with the first aider. Statements that were rejected with a strong consensus by all three panels were also revealing. These focused on the first aider trying to change the person's behaviour or attitude in some way (e.g., The first aider should try to convince the person that they are not fat) or first aid actions that were inappropriate for children (e.g., If the professional recommends hospitalisation the parent should agree, but only if the child agrees also), which again reflected a concern of the experts that the guidelines should not advise the first aider to allow age-inappropriate autonomy.
While this research gave equal weighting to the opinions of the three different panels, a limitation in the findings is that the sample size of the consumer panel in particular was small (n = 22 Round 1, n = 14 Round 2, n = 14 Round 3). It is therefore possible that some individuals on the consumer panel had a greater effect on the exclusion of some items than on other panels. For instance, with a panel size of 14, 1 person constitutes 7.14% of the panel. This means that only 3 people need to rate a statement below the Essential or Important ratings and the statement will not meet the criteria for endorsement. By contrast, with a panel size of 27 (the clinician panel in Round 3), 6 or more people are needed to rate the item below the Essential or Important ratings before it will fail to meet the criteria for endorsement. While it is possible that the consensus process was disproportionately affected by the small sample size of the consumer panel, this effect can only exclude items from the guidelines. The requirement for all three panels to reach 80% consensus ensures that if the rating of one panel is inflated by a few individuals, the other two panels will balance the effect of idiosyncratic views. The occurrence of this phenomenon in Delphi studies makes a strong case for setting a high consensus level criterion, especially when working with smaller samples; other Delphi studies have required as little as 51% of panel member agreement (McKenna, 1994) .
Research investigating the efficacy of clinical practice guidelines has often suggested that guidelines have little implication for practice unless they are heavily publicized and their uptake monitored (Bloch, Saeed, Rivard, & Rausch, 2006; Kosecoff et al., 1987) . The economic cost of implementation has also been cited as a negative implication of guideline research (Grimshaw et al., 2004) . While this phenomenon may be true of clinical practice guidelines there is some evidence to suggest that first aid guidelines are not subject to the same fate. For instance, consensus-based guidelines developed by previous Delphi studies have generated significant international public interest on the Internet. Since being made available on the World Wide Web for free download in 2007 (see http://www.mhfa.com.au/Guidelines.shtml), the guidelines on providing first aid for depression, for psychosis, for assisting a person who is suicidal, and for assisting someone who is deliberately self-injuring, have each attracted over 2,000 views. In total, this group of guidelines have been viewed 9,862 times by web-users. Mental health promotion organisations, such as CAN (Mental Health) a mental health consumer network in Australia, have also shown a keen interest in the guidelines by supporting and publicising the documents. It is therefore likely that many members of the public who require information on how to help someone developing or experiencing an eating disorder will be made aware of and have access to these guidelines at no cost.
In addition, the first aid guidelines developed by this study will have direct implications for the MHFA training course. This public education program, which in Australia alone has been presented to over 85,000 people, is set to revise all its teaching materials to reflect consensus on best practice techniques, as developed by the Delphi studies. Furthermore, the MHFA training program has now been established in America, Canada, England, Finland, Hong Kong, Japan, Northern Ireland, New Zealand, Scotland, Singapore, Thailand and Wales, which means teaching of the guidelinesbased MHFA training program will eventually be world-wide.
While there is evidence to suggest that the guidelines produced by the current study will have direct implications on the practice of first aid for eating disorders, only further evaluation of first aid outcome will be able to elucidate whether or not the information developed by this research is effective in increasing health service utilization and therefore helpful in reducing the burden of eating disorders. Future public health interventions and policies aimed at improving the uptake of services by those with a mental illness, such as an eating disorder, would certainly benefit from such an analysis.
